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Yale School of Medicine, New Haven, Connecticut
Innovative approaches are needed to teach medical students effective and compassionate
communication with seriously ill patients. We describe two such educational experiences in
the Yale Medical School curriculum for third-year medical students: 1) Communicating Dif-
ficult News Workshop and 2) Ward-Based End-of-life Care Assignment. These two pro-
grams  address  educational  needs  to  teach  important  clinical  communication  and
assessment skills to medical students that previously were not consistently or explicitly ad-
dressed in the curriculum. The two learning programs share a number of educational ap-
proaches driven by the learning objectives, the students’ development, and clinical realities.
Common educational features include: experiential learning, the Biopsychosocial Model,
patient-centered communication, integration into clinical clerkships, structured skill-based
learning, self-reflection, and self-care. These shared features ― as well as some differences
― are explored in this paper in order to illustrate key issues in designing and implementing
medical student education in these areas. 
Background 
An aging population and advances in
medical technology result in more chal-
lenges for physicians to meet the needs and
goals of patients living with advanced dis-
ease. To address these challenges, medical
students must learn to communicate effec-
tively and compassionately with patients
who  have  complex  and  serious  illness.
Studies have shown that graduating med-
ical students do not consistently feel pre-
pared to communicate with and care for
patients in difficult clinical situations and
at the end of life [1-3]. For example, a na-
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municating bad news, end-of-life caretional survey of a sample of 1,455 fourth-
year medical students from 62 U.S. medical
schools showed that students’ education in
end-of-life care was especially lacking in the
aspects of communication and empathy. In
this study, 48 percent of students reported
having never received feedback about giv-
ing bad news, and 53 percent were never
given feedback about a discussion of wishes
for care at the end of life [2].
In the pre-clinical years, students will
not be prepared to grasp and put these com-
munication skills in context without having
had exposure to seriously ill patients and
medical care on the wards. While on the
wards during clinical clerkships, students
have inconsistent exposure and training in
these communication and assessment skills.
Mentors on the wards may not have had ed-
ucation or training themselves to enable
them to be optimal role models [4]; indeed,
a recent study showed that attending physi-
cians  do  not  use  patient-centered  skills
when breaking difficult news to patients,
but avoid psychosocial issues and focus in-
stead on providing medical information [5].
Regardless, the encounters students witness
are memorable (either positively or nega-
tively) and important for their professional
formation [6].
Because these skills are relevant for
most  clinical  specialties,  they  are  not
“owned” as an educational responsibility by
a particular clinical department. In addition,
due to the logistics of educational sched-
ules, students are not always present when
important  discussions  with  patients  and
families take place on the wards, and when
they are present, students usually do not
take an active role. For these reasons, we
designed and implemented dedicated activ-
ities in the clinical curriculum to assure that
all medical students at our institution re-
ceived training in the essential aspects of
communicating with patients with serious
illness. In this paper, we describe our expe-
rience and analysis of two educational pro-
grams  we  developed  at  Yale  Medical
School: the Communicating Difficult News
Workshop and the Ward-Based End-of-Life
Care Assignment.
dEScrIPTIon of THE Two 
EducaTIonaL InnovaTIonS
Communicating Difficult News Workshop 
This required 3ﾽ-hour workshop has
been offered since 2003. It is occurs six
times a year on the final afternoon of Medi-
cine I, which is the first of two consecutive
months of the inpatient component of the
Medicine clerkship. Students return to the
Medical School from their assigned hospi-
tals for this workshop; the educational ob-
jectives of this are for students: to know why
communicating difficult news is important,
to understand a six-step protocol for deliv-
ering difficult news, and to practice giving
difficult news in an encounter with a stan-
dardized patient.
The workshop commences with a 50-
minute didactic session, which begins with a
reading of Raymond Carver’s poem “What
the doctor said” [7] in order to set a reflec-
tive tone for the experiences to follow. Stu-
dents then define difficult news and share
their experiences to-date with observing dif-
ficult news being given to patients. The ra-
tionale for and benefits of communicating
difficult news are discussed, and a six-step
protocol for successfully delivering difficult
news is presented (see Appendix 1, adapted
from [8-11]). Students receive a pocket card
with the six steps and view a brief video
demonstrating  the  protocol. The  didactic
session concludes with a discussion of cop-
ing and self-care skills to prevent profes-
sional burnout.
Students then move to breakout rooms
where, in groups of three, they meet with a
faculty  facilitator  to  practice  the  newly
learned  protocol.  This  workshop  utilizes
standardized patients, who are actors trained
to reliably and reproducibly enact a patient
scenario, allowing students to practice this
challenging communication task without the
concern of causing harm to an actual patient
[12].  Participants  receive  a  brief  patient
“chart” for their standardized patient, which
provides the information necessary to share
the difficult news (e.g., a biopsy result). The
faculty facilitator conducts the first inter-
view in order to model general communica-
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tocol, a strategy shown to be valuable for
learners [13]. Each student then interviews a
different standardized patient for 15 to 20
minutes and receives feedback from the ob-
serving students and the faculty member.
Debriefing includes attention to the student’s
feelings during the interview. Students re-
ceive additional handouts with information
on assessing patients’ spirituality [8], com-
municating prognosis [9], and giving diffi-
cult news over the telephone [14].
Ward-Based End-of-Life Care Assignment
The four educational objectives of this
program for third-year Yale medical students
are: 1) to increase awareness of end-of-life
issues faced by patients in the acute care set-
ting; 2) to understand the elements of a com-
prehensive end-of-life care assessment; 3) to
gain more comfort and ability to communi-
cate effectively with patients at end of life;
and 4) to appreciate the importance of re-
flection on the experience of caring for pa-
tients at end of life. 
The objectives and content of the pro-
gram were determined after a complete re-
view  of  the  curriculum  for  end-of-life
related activities and a survey of graduating
medical students in 2004 [15]. The survey
assessed graduating students’ perceptions of
their education and experiences in end-of-
life care and preparedness to provide end-
of-life  care  in  diverse  domains.  The
program was introduced as a pilot in 2005
and then became a requirement for all third-
year students in subsequent years [15]. 
In a 1-hour preparatory session, the
assignment is reviewed in detail and stu-
dents receive a pocket card with helpful
phrases  for  end-of-life  communication.
Students also receive background reading
and contact information for the dedicated
end-of-life faculty in each major clinical
department. While on any of their third-
year ward-based clinical clerkships, stu-
dents  are  asked  to  identify  a  suitable
patient who is facing end-of-life related is-
sues. They are encouraged to select a pa-
tient with whom they are already involved
on the ward team. 
Once a prospective patient is identified,
students  obtain  permission  from  the  pa-
tient’s attending physician to conduct the
evaluation and start by reviewing the pa-
tient’s medical record. Subsequently, stu-
dents  conduct  an  interview(s)  with  the
patient (and family, if appropriate) in an
open-ended and patient-centered fashion,
with the aid of written guidelines. In addi-
tion, students are asked to gather the per-
spectives  of  the  physicians,  nurses,  and
other health professionals involved in the
patient’s care. In their review of records and
interviews, students are asked to consider
core  end-of-life  domains,  including:  the
presence  of  physical  and  non-physical
symptoms and the medical management (or
barriers  to  management)  of  these  symp-
toms; the types and sources of patient’s suf-
fering and how these have or have not been
addressed; and patient, family, and health
professionals’ planning for end-of-life care. 
Before preparing a written report, stu-
dents are asked to take dedicated time to re-
flect  on  personal  responses  to  their
experiences of speaking with the patient,
the family, and the health professionals in-
volved in the care. They then prepare a one-
to two-page report addressing questions de-
scribed in a written guide. Finally, students
present their case at the end-of-life case
conference, which takes place eight times
per year on the Psychiatry Clerkship. The
conferences are facilitated by dedicated fac-
ulty from diverse clinical departments, in-
cluding  medicine,  geriatrics,  surgery,
pediatrics, psychiatry, and obstetrics gyne-
cology. Student are asked to start their pre-
sentations with a brief clinical summary of
their patients and then highlight, for group
discussion, one or two end-of-life issues
they found particularly educational, chal-
lenging, or surprising. Finally, each student
shares a personal reflection on the experi-
ence, prompted by questions such as: How
did it feel to sit and talk with someone who
is seriously ill? What was challenging for
you? How can you best cope with difficult
reactions in order to provide the best care
possible for patients, and how can you get
support for this?
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Communicating Difficult News Workshop 
Routine  satisfaction  assessment  and
feedback from student advisory groups has
been consistently favorable. Students uni-
formly concur that the workshop achieves its
educational goals and is a valuable experi-
ence. Data collection is under way to assess
whether the workshop results in self-reported
behavior change among students. 
Ward-Based End-of-Life Care Assignment
We evaluated the program with two
separate  analyses:  First,  we  analyzed
qualitatively a set of students’ written re-
ports in order to evaluate the personal im-
pact of the educational experience on the
students; second, we compared levels of
preparedness reported in questionnaires
by students who did or did not complete
the assignment in order to assess the ef-
fectiveness of the program. In the first
analysis, at least two of three coders read
line by line the reports written by 121 stu-
dents in 2005-2006. Using the constant
comparative method of qualitative data
analysis, the faculty independently iden-
tified  and  abstracted  themes  and  ideas
[16].  The  faculty-coders  then  met  as
group and through consensus developed a
classification of six broad themes, each
containing three to four code dimensions.
The six themes describing the effect of
the experience on the students were: 1)
recognition of the complexity of patient
reactions to dying; 2) communication is-
sues; 3) recognition of the value to the pa-
tient  of  the  clinicians’  presence  and
listening; 4) interpersonal dynamics; 5)
range of the students’ personal reflections
on the experience; and 6) perceptions of
the assignment itself [15]. Student reflec-
tions indicate that for some of them, the
experience  was  very  meaningful  and
formative, as illustrated in the following
examples of student remarks: 
“Without  this  assignment,  I
probably would never have dared
to talk so directly about death and
dying with a patient who is experi-
encing just that.”
“I learned most of all that one
must take care to look out for the
good of the suffering/dying patient
. . . this was a very good exercise
that  I  am  glad  Yale  requires;  it
forced me to think very carefully
about why I felt the emotions I did
in the EOL situation and I will be a
better doctor for it.” 
To assess the effectiveness of the Ward-
Based End of Life Care Assignment, we
compared the level of preparedness in end-
of-life care reported by students in the grad-
uating classes of 2004-2007, who did or did
not complete the exercise. A greater propor-
tion of students who completed the exercise
felt prepared in end-of-life care compared
with those who did not (50.7 percent (39/77)
vs. 35.6 percent (64/180); P = .02). Among
five domains of skills examined, significant
differences were seen in interviewing/com-
municating (3.7 vs. 3.5; P = .05) and man-
agement of common symptoms (3.3 vs. 3.0;
P < .01). These results show that the pro-
gram may improve graduating students’ self-
reported preparedness to care for patients at
the end of life [17].
coMMon fEaTurES of THE Two
PrograMS 
Experiential Learning
While preparation by reading, listening
to a lecture, and observing a role model’s
demonstration are clearly useful, a student
cannot move toward skills competency with
these passive modes of learning alone. Stu-
dents need to experience asking the ques-
tions,  saying  the  words,  responding  to
emotion,  and  experiencing  their  own  re-
sponse to the interactions. In both programs,
students take an active role in learning the
skills by actually “doing” the communica-
tion, asking the questions, assessing the pa-
tient (or standardized patient) in real time,
and responding accordingly. Feedback is be-
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their skill. 
Patient-Centered Communication
Both programs build upon and reinforce
the principles of patient-centered communi-
cation [10,18]. In the preclinical years, stu-
dents learn to interact with patients using a
model of patient-centered interviewing that
achieves a shared agenda, encourages the
patient’s narrative, and uncovers the per-
sonal  and  emotional  context  of  illness
[10,19]. Students learn to respond empathi-
cally to patients’ feelings and emotions and
recognize that this forges a strong doctor-pa-
tient relationship that can lead to improved
health outcomes [20]. When students transi-
tion to the clinical years, they are often not
observed interacting with patients and so
their patient-centered skills may not be rein-
forced. The reported programs re-visit and
build on these skills and show their practical
application to communicating with seriously
ill patients [21].
Fostering the Biopsychosocial Model
The two programs share the important
goal of reinforcing the practice of medicine
under  the  Biopsychosocial  Model.  This
model, developed by Engel [22], posits that
biological, psychological, and social factors
all are important in an individual patient’s
risk for and experience of illness. This con-
cept is introduced in the preclinical curricu-
lum but is not emphasized in an organized
way during the clinical years. By showing
clinical students how communication skills
at end of life can help to operationalize the
Biopsychosocial Model, these two programs
reinforce the paradigm and integrate it with
clinical care. 
Integration into Clinical Clerkships
Both programs are integrated into the
clinical clerkships. On the last afternoon of
the Internal Medicine I Clerkship, students
attend the Communicating Difficult News
Workshop.  Students  complete  the  Ward-
Based End-of-Life Care Assignment on any
third-year clinical clerkship when they are
involved in the care of a patient facing end-
of-life issues and then present their case at
the conference, which takes place during the
Psychiatry Clerkship. Integrating these ac-
tivities into the clinical clerkships encour-
ages students to recognize the relevance of
these skills to the care of patients on the
wards and highlights the message that these
skills are important for physicians in all spe-
cialties and are not only the purview of pal-
liative care or hospice specialists. 
Structured, Skill-Based Learning
Initial  impressions  of  students  (and
even more experienced clinicians) to learn-
ing or improving skills for communicating
with seriously ill patients are varied. Some
students feel overwhelmed and have no idea
what to say. Some worry about losing con-
trol of their emotions in stressful situations
[23]. Others believe that the task is simple
and straightforward with nothing of sub-
stance to consider. For example, the student
may think that telling a patient of a new di-
agnosis of cancer is just matter of giving the
factual information and trying to be kind
about it. Or, when caring for a patient with
incurable disease for whom no specific treat-
ments are available, the student (or physi-
cian) may feel his role is limited, there is not
much to say, and he ought to try to not upset
the patient. Further, students often worry
they will say “the wrong thing” and will
cause harm to the patient. 
To  address  these  potential  barriers,
structured teaching methods and tools are
employed in both programs. The medical
encounter is approached as a procedure, and
the skills needed to complete each compo-
nent are learned and practiced. In the Com-
municating  Difficult  News  Workshop,
students are asked to employ the sequenced
six-step protocol in the encounter with the
standardized patient. They are encouraged
to refer to the six-step pocket card as a re-
minder during the interview. Feedback from
the faculty is organized around the commu-
nication skills in the six steps. Students are
encouraged to carry and refer to their pocket
cards on the wards. 
The Ward-Based End-of-Life Care As-
signment delineates very specific questions
265 Ellman and Fortin: Teaching communication with seriously ill patients for students to address in their comprehen-
sive end-of-life evaluation, e.g., they are
asked to “identify two main sources of phys-
ical, psychological, social, or spiritual suf-
fering the patient is experiencing. Are these
being addressed effectively?” In addition,
the pocket card, “Communication phrases
near end of life” (adapted from Medical Col-
lege of Wisconsin Palliative Care Center Ed-
ucational Materials) [24], serves both as a
reminder of the various domains to consider
(quality of life, goals of care, cross-cultural
view of illness, responding to emotion, etc.)
as well as helpful open-ended questions and
phrases to get started to use when the stu-
dents is unsure what to say. For example, in
the category of Goals of Care/Goals Setting,
examples of questions include: “With your
current condition, what is most important for
you right now?” “What are you hoping for?”
“What do you hope to avoid?” “What are
you expecting for the time you have left?”
“What are you afraid might happen?” 
Self-Reflection and Self-Awareness
A core aspect of both programs is stu-
dent  self-reflection  and  self-awareness,
which is actively promoted by the educa-
tional instructions and prompted by the fac-
ulty facilitators. Often not a stated or overt
learning objective in the medical school cur-
riculum, students have few guided opportu-
nities to reflect on their clinical experiences.
Reflection, and the self-awareness it can fos-
ter, is fundamental to learning from experi-
ence and particularly important in learning
about caring for patients near the end of life
[25,26]. Similarly, we believe self-reflection
is essential to develop effective skills in
challenging clinical communication such as
those addressed in these two programs. Lack
of self-awareness can affect students’ abil-
ity  to  effectively  communicate  difficult
news [27]. Self-awareness is also a key com-
ponent  in  developing  mindful  practice,
which can help to reduce the risk of profes-
sional burnout [28]. 
In the Ward-Based End-of-Life Care
Assignment, students often have their first
experience with a terminally ill or dying pa-
tient. For many, this can be personally and
emotionally  challenging.  With  the  rapid
pace of the hospital and hectic, task-laden
schedules of the ward teams, there is no
built-in time to acknowledge and debrief
students’ (or residents’ and attendings’) per-
sonal reactions to difficult clinical circum-
stances. For these reasons, students often
very much appreciate the expectation that
they can debrief these early experiences with
terminally ill patients at the end-of-life case
conference. We believe that for the difficult
work of caring and communicating with pa-
tients near the end of life, students benefit
from recognizing their own personal and
professional reactions and, if they continue
this practice, will be more likely to remain
“present” with patients through the course
of their illness. 
In the Difficult News Workshop, poetry
is used to involve students at an emotional
level and to set a reflective tone; we have
previously shown this to be effective in clin-
ical teaching [29]. Other reported curricula
use scripted readings of a short story to sim-
ilar ends [30]. The importance of self-aware-
ness and reflection are explicitly discussed
in the didactic session. During debriefings,
faculty facilitators ask students about their
reactions and feelings and help them see pre-
viously  unrecognized  negative  attitudes
[31]. Facilitators empathize with and vali-
date students’ emotions using the same em-
pathy-skills that the students are taught to
use with patients. 
Self-Care
Caring for the self is a way to cope with
the emotional toll of caring for seriously ill
patients [26]. Both programs address this ex-
plicitly. In the Difficult News Workshop,
students learn about the danger of isolation
and the importance of identifying a group of
trusted individuals to share with for support.
During the Ward-Based End-of-Life Care
Assignment case conference, the personal
and professional challenges of caring for pa-
tients at the end of life for all students and
physicians are explicitly acknowledged. Stu-
dents are encouraged to consider resources
for support as they move ahead in their train-
ing. 
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Two PrograMS
There are two noteworthy pedagogical
differences in the programs. While the Diffi-
cult News Workshop employs standardized
patients, the Ward-Based End-of-Life Care
Assignment involves actual patients on the
wards. Second, in the Difficult News Work-
shop,  faculty  input  and  assessment  takes
place through direct observation, while in the
End-of-Life Care Assignment, faculty do not
observe students with patients but rather re-
spond to students’ case presentations. These
differences are driven by both clinical reali-
ties and educational choices and each has ad-
vantages  and  limitations.  While  it  is  not
clinically appropriate for medical students to
deliver significant difficult news to actual pa-
tients, the opportunity to learn and practice
these  skills  before  residency  is  achieved
using a standardized patient with a faculty
observer.  In  contrast,  the  content  of  the
Ward-Based End-of-Life Care Assignment
― an open-ended assessment of a patient’s
end-of-life related issues ― allows students
to assess on their own, in a manner appro-
priate for a medical student, an actual patient
on the wards. Incidentally, many students
have reported that information they gathered
during their assessment was very influential
to the ward team in guiding the care of the
patient. We believe that the different ap-
proaches of the two programs provide com-
plementary educational experiences. 
concLuSIonS and ouTLook
The two programs described in this re-
port were developed to help Yale Medical
students attain skills in communicating with
and caring for patients living with serious
illness. While independently created, they
share several educational methods, includ-
ing experiential learning, patient-centered
communication, structured skill-based learn-
ing,  fostering  learner  self-reflection,  and
self-care. These educational strategies are
similar to other reported, independently de-
veloped, medical school curricula [32]. Both
programs provide important reminders for
students in the clinical years of the impor-
tance of a biopsychosocial approach to care
and reinforce their patient-centered commu-
nication skills. 
These programs could be strengthened
by more robust evaluation strategies to as-
sess skill retention, such as observing stu-
dents  demonstrate  learned  skills  during
encounters with standardized patients in an
Observed Structured Clinical Examination
(OSCE†). Structured observation of resi-
dents’ encounters with actual patients has
been used to assess similar curricula in grad-
uate  medical  education  [13],  but  this
methodology may not be appropriate to as-
sess medical students.
Competency in end-of-life care com-
munication  requires  ability  in  additional
content areas such advance directives and
goals of care, but whether it is best to pres-
ent these as part of undergraduate or gradu-
ate  medical  education  needs  to  be
determined.
We  believe  that  the  larger  medical
school curriculum should further integrate
patient-centered communication, a biopsy-
chosocial  approach  to  patient  care,  self-
awareness, and self-care into the clinical
clerkships. This can be achieved, in part,
through faculty development, that is, train-
ing residents and attending physicians to
both model the needed communication skills
[33,34]; research has shown that residents
want more support and training in commu-
nicating difficult news [35]. Faculty also
need to be taught to recognize and take ad-
vantage of “teachable moments” in clinical
care [32] and help students increase their
personal awareness [31]. Giving students
more opportunities during clerkships to dis-
cuss their experiences and concerns in a safe
environment is also important [32]. The re-
ported programs can serve as models for in-
tegrating  structured  skills-based  learning
into clinical experiences.
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Six-Step Protocol for communicating difficult news 
(adapted from [8-11])
1. Preparation: Learn about the disease. Get the setting right. Block out time. Invite significant oth-
ers. Be mindful of body language. Make appropriate eye contact.
2. Determine what the patient already knows: “What do you think might be causing your symp-
toms?” “What is your understanding of where things stand now with your illness?” “What did you
think when…?” “Did you think it might be serious…?”
3. Find out what the patient wants to know about diagnosis and prognosis: This is best done well
before the “bad news” session. “If this condition turns out to be serious, do you want to know?”
“Are you the kind of person who wants to know all the news about your illness?” “Some people
want to know the details of their illness, while others really don’t want to know what is happen-
ing and would rather their families be told. What do you prefer?” “I have some information about
your test results. Do you want to talk about it now?”
4. Share the information: Break the news, assessing the patient’s readiness to receive it at each step.
(Don’t be surprised if the patient hears/retains none of it.)
Ⓩ Warn about the arrival of bad news: “I’m afraid I have some bad news. Do you want to talk about
it now?” “This is more serious than we thought.” “I’m afraid the news is not good.” 
Ⓩ Give the news using unambiguous language, then stop, e.g., “The growth turned out to be can-
cer.” Allow silences. (Don’t just do something, sit there!) Be with the patient in his pain; you just
changed his world view. 
Ⓩ Do not minimize severity; avoid vagueness, confusion. 
Ⓩ Check the patient’s understanding frequently.
5. Ask about and respond to the patient’s/family’s emotional reaction/feelings: “How are you
feeling, having gotten this news?” “NURS” (Name, Understand, Respect, Support) the emotion:
“I can see that what I have told you is upsetting. I can understand how it would be. This is a tough
thing for you to be going through. I’ll be here for you.”
6. Plan for follow-up: 
Ⓩ Summarize, ask for questions 
Ⓩ Outline next steps
Ⓩ Additional tests 
Ⓩ Referrals 
Ⓩ Symptom control 
Ⓩ Discuss potential sources of support 
Ⓩ Family, friends 
Ⓩ Assess spirituality/religion (FICA) 
Ⓩ Faith – “Do you consider yourself to be a spiritual or religious person?” 
Ⓩ Importance – “What importance does faith have in your life?” “Have your be
liefs influenced the way you take care of yourself and your illness?” “What role 
do your beliefs play in regaining your health or dealing with debility?” 
Ⓩ Community – “Are you a part of a spiritual or religious community (church, 
temple, masjid, synagogue, sangha, etc.)?” “Is this of support to you and how?” 
“Is there a group of people you really love or who are important to you?” 
Ⓩ Address – “Would you like me to address these issues in your health care (re
ferral to hospital chaplain, speak to pastor, etc.)?” 
Ⓩ Assess patient’s safety: Able to drive home? Someone at home to provide support?
Ⓩ Provide reassurance and hope: “I’m pretty sure we can control your illness.” “I don’t think your
illness is curable, but I will do my best to control any symptoms such as pain that you are hav-
ing.” Do not remove hope (e.g., “There's nothing more we can do.”) 
Ⓩ Be prepared to repeat bad news in future visits
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